A 69-year-old male of Indian origin was referred for elective coronary angiography because of Canadian Cardiovascular Society class III angina pectoris and a recent acute coronary syndrome.
Subsequently separate angioplasty wires were passed into the LAD and diagonal. After sequential predilatation, T-stenting was performed using two drug-eluting stents, finalised with kissing inflations and proximal optimisation using noncompliant balloons. He remains symptom-free at follow-up. 
How did I treat this patient?
A 7-French XB3.5 guide catheter (Cordis, NJ, USA) was sited from the right femoral artery. The eccentricity of the in-stent restenosis within the LAD was considered We therefore opted to undertake plaque modification using rotational atherectomy (RA) as our initial strategy, prior to wiring the diagonal and thereby also preserving carina position. An alternative strategy to be considered is elective RA, which may debulk the plaque in a more controlled manner and can help preserve side-branch entry [5] .
RA was developed in the early 1980s as a strategy to debulk and modify coronary plaque disease, particularly in the presence of extensive calcification. RA relies upon the differential properties of the various components of coronary plaque disease, resulting in "cutting" of the harder plaque components (e.g., calcium), whilst leaving the elastic vessel wall largely unharmed. Although useful for this purpose, RA fell out of favour as the "over-the-wire" technique requires two experienced operators, and clinical trials (largely in the bare metal stenting era) failed to demonstrate improvements in either mortality or morbidity [6] .
However, recently RA has again emerged as an important ancillary tool to aid stent delivery into complex anatomy as marked improvements in stent technology have allowed complex PCI such as in the present case to be undertaken with good outcomes.
Regarding in-stent r estenosis, u sual p ractice is t o undertake predilatation with n oncompliant a nd/or cutting balloons and to ensure adequate expansion prior to further stent (or drug-eluting balloon) deployment. This is important as failure to adequately expand during the predilatation stage is strongly pre dictive of recurrent in-stent restenosis [7] . RA has previously been undertaken through previously deployed stents without complication and may be useful in cases where aggressive predilation has failed to achieve adequate expansion. However, as yet RA has not been demonstrated to reduce likelihood of recurrent in-stent restenosis [8] .
Therefore the utility of routine RA in the context of instent restenosis is uncertain, particularly as such disease is relatively elastic and may not always respond to RA in the same way as calcific atheroma. 
Conclusion
RA can be used effectively to modify in-stent restenosis and safely permit wire access in a difficult-to-wire side-branch.
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